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Office of Health Care Assurance 

 

State Licensing Section  

 

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION 

 
 

Facility’s Name:  

Hiolani Assisted Living Center at Kahala Nui 

 

 

CHAPTER 90 

Address: 

4389 Malia Street, Honolulu, Hawaii, 96821 

 

 

Inspection Date: February 6 & 7, 2020 Annual 

 

 

 

THIS PAGE MUST BE SUBMITTED WITH YOUR PLAN OF CORRECTION. IF IT IS NOT, YOUR PLAN OF 

CORRECTION WILL BE RETURNED TO YOU, UNREVIEWED. 

 

YOUR PLAN OF CORRECTION MUST BE SUBMITTED WITHIN TEN (10) WORKING DAYS. IF IT IS NOT 

RECEIVED WITHIN TEN (10) DAYS, YOUR STATEMENT OF DEFICIENCIES WILL BE POSTED ONLINE, 

WITHOUT YOUR RESPONSE.   
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 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-90-8  Range of services.  (a)(1)   

Service plan. 

 

The assisted living facility staff shall conduct a 

comprehensive assessment of each resident's needs, plan 

and implement responsive services, maintain and update 

resident records as needed, and periodically evaluate results 

of the plan.  The plan shall reflect the assessed needs of the 

resident and resident choices, including resident's level of 

involvement; support principles of dignity, privacy, choice, 

individuality, independence, and home-like environment; 

and shall include significant others who participate in the 

delivery of services; 

 

FINDINGS 

Resident #1- Review of record found the functional 

assessment form has no date and signature of the staff 

making the entry. Comprehensive assessment not valid. 

 

PART 1 

 

 

 

 

 

 

 

 

 

 

Correcting the deficiency 

after-the-fact is not 

practical/appropriate.  For 

this deficiency, only a future 

plan is required. 
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 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-90-8  Range of services.  (a)(1)   

Service plan. 

 

The assisted living facility staff shall conduct a 

comprehensive assessment of each resident's needs, plan and 

implement responsive services, maintain and update resident 

records as needed, and periodically evaluate results of the 

plan.  The plan shall reflect the assessed needs of the resident 

and resident choices, including resident's level of 

involvement; support principles of dignity, privacy, choice, 

individuality, independence, and home-like environment; and 

shall include significant others who participate in the delivery 

of services; 

 

FINDINGS 

Resident #1- Review of record found the initial functional 

assessment form has no date and signature of the staff making 

the entry. Comprehensive assessment not valid. 

 

PART 2 

 

FUTURE PLAN 

 

USE THIS SPACE TO EXPLAIN YOUR FUTURE 

PLAN: WHAT WILL YOU DO TO ENSURE THAT 

IT DOESN’T HAPPEN AGAIN? 
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 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-90-8  Range of services.  (a)(3)  

 Service plan. 

 

The initial service plan shall be developed prior to the time the 

resident moves into the facility and shall be revised if needed 

within 30 days.  The service plan shall be reviewed and 

updated by the facility, the resident, and others as designated 

by the resident at least annually or more often as needed; 

 

FINDINGS 

Resident #1- Review of record found the initial service plan 

form was not completed properly and has no date and 

signature of the staff making the entry. Initial service plan not 

valid. 

 

PART 1 

 

 

 

 

 

 

 

 

 

 

Correcting the deficiency 

after-the-fact is not 

practical/appropriate.  For 

this deficiency, only a future 

plan is required. 
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 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-90-8  Range of services.  (a)(3)  

 Service plan. 

 

The initial service plan shall be developed prior to the time 

the resident moves into the facility and shall be revised if 

needed within 30 days.  The service plan shall be reviewed 

and updated by the facility, the resident, and others as 

designated by the resident at least annually or more often as 

needed; 

 

FINDINGS 

Resident #1- Review of record found the initial service plan 

form was not completed properly and has no date and 

signature of the staff making the entry. Initial service plan not 

valid. 

 

PART 2 

 

FUTURE PLAN 

 

USE THIS SPACE TO EXPLAIN YOUR FUTURE 

PLAN: WHAT WILL YOU DO TO ENSURE THAT 

IT DOESN’T HAPPEN AGAIN? 
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 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-90-10  Admission and discharge.  (a)(4)   

The facility shall develop admission policies and procedures 

which support the principles of dignity and choice.  The 

admissions process shall include completion of or the 

providing of the following: 

 

A service contract which documents a completed agreement 

between the resident and the facility, describing services to be 

provided, rates charged, and conditions under which 

additional services or fees may be charged; 

 

FINDINGS 

Review of initial contract/assisted living agreement (facility) 

for Resident #1 and Resident #2 found to have no effectivity 

date. 

PART 1 

 

DID YOU CORRECT THE DEFICIENCY? 

 

USE THIS SPACE TO TELL US HOW YOU 

CORRECTED THE DEFICIENCY 
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 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-90-10  Admission and discharge.  (a)(4)   

The facility shall develop admission policies and procedures 

which support the principles of dignity and choice.  The 

admissions process shall include completion of or the 

providing of the following: 

 

A service contract which documents a completed agreement 

between the resident and the facility, describing services to be 

provided, rates charged, and conditions under which 

additional services or fees may be charged; 

 

FINDINGS 

Review of initial contract/assisted living agreement (facility) 

for Resident #1 and Resident #2 found to have no effectivity 

date. 

PART 2 

 

FUTURE PLAN 

 

USE THIS SPACE TO EXPLAIN YOUR FUTURE 

PLAN: WHAT WILL YOU DO TO ENSURE THAT 

IT DOESN’T HAPPEN AGAIN? 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



8 

 

Licensee’s/Administrator’s Signature: _________________________________________  

 

            Print Name: __________________________________________ 

  

 Date: __________________________________________ 

 

 


